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A 39-year-old woman was admitted to the hospital due to a pulsatile mass on her right inner thigh that was evi-
dent for two months. She did not exhibit any risk factors of atherosclerosis, no evidence of vasculitis, or any 
signs of previous trauma history. Ultrasound and computed tomography revealed an adult fist-sized aneurysm on 
the distal superficial femoral artery. The aneurysm was resected and peripheral circulation was restored with the in-
terposition of a saphenous vein graft. The resected aneurysm had three layers that showed atherosclerosis on his-
tological examination.




A  39-year-old  woman  was  admitted  to  our  hospital  due  to 
the presence of a pulsatile mass on her right inner thigh. The 
patient  complained  of  tightness  with  distension  at  the  inner 
surface  of  her  right  thigh,  which  was  developed  2  months 
ago and increased in size. She had no definite history of trau-
ma  on  the  right  lower  leg,  diabetes  mellitus,  nor  hyper-
tension,  and  did  not  smoke.  On  admission,  her  arterial  pres-
s u r e  w a s  1 2 0 / 8 0  m m H g  a n d  b l o o d  a n a l y s i s  w a s  w i t h i n  t h e  
normal  range.  Peripheral  pulsations  could  be  palpated  well  at 
the  dorsalis  pedis  artery  and  the  posterior  tibial  artery. 
Ultrasound  and  CT  (Computed  tomography)  showed  an  iso-
lated  saccular  aneurysm  with  thrombus  and  calcification 
measuring 6×8 cm on the right distal SFA (Superficial femo-
ral  artery).  The  proximal  and  distal  walls  of  the  aneurysm 
looked normal and the distal flow was preserved. The ascend-
ing  aorta,  aortic  arch,  abdominal  aorta,  and  other  major 
branches  of  the  aorta  were  not  dilated  nor  thickened  in  the 
C T  s c a n  ( F i g .  1 A ) .  A n  o p e r a t i on  was  performed  under  gen-
eral anesthesia. A medial longitudinal incision was made over 
the  pulsatile  mass  closer  to  the  great  saphenous  vein  (GSV) 
above  the  knee.  After  harvesting  the  GSV,  we  entered  the 
deep  fascia  and  dissected  the  aneurysm  carefully.  After  con-
trolling  the  vessels  proximal  and  distal  to  the  aneurysm,  the 
aneurysm  was  resected  and  the  GSV  was  continuously  inter-
posed  with  6-0  Prolene  (Fig.  2).  The  wall  of  the  aneurysm 
was  thickened  and  calcified,  and  exhibited  three  layers  upon Seokkee Lee, et al
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Fig. 1. Computed tomography showing the saccular aneurysm, 
measuring 6×7 cm, of the right distal SFA (A) and the vein graft 
bypassed postoperatively (B).
Fig. 3. This photograph shows the resected aneurysm containing 
three layers of the artery (A=Adventitia; B=Muscular; C=Intima; 
H-E stain, ×40).
Fig. 2. These photographs show the 
calcified aneurysm of the SFA (A) 
and the bypassed graft (B).
histological  examination  (Fig.  3).  The  patient  had  recovered 
uneventfully,  and  was  discharged  on  the  seventh  day  post-
operatively  with  administration  of  antiplatelet  agents  (aspirin 
100  mg  and  clopidogrel  75  mg  daily)  and  a  lipid-lowering 
agent (atorvastatin 5 mg daily). The postoperative CT showed 
that  the  aneurysm  was  completely  resected  and  the  graft  was 
patent  (Fig.  1B).  The  patency  of  the  graft  at  12  months  fol-
low-up  was  satisfactory.
DISCUSSION
Isolated  true  aneurysms  located  in  the  SFA  have  rarely 
been  reported.  The  ethiology  of  true  aneurysms  of  the  SFA 
are  atherosclerosis,  mycotic  infection,  non-infectious  auto-
immune  or  inflammatory  arteritis,  and  connective  tissue  dis-
orders [1]. SFA aneurysms in advanced age patients with cor-
onary,  cerebral,  or  peripheral  artery  disease,  and  other  risk 
factors  of  atherosclerosis  are  generally  found  to  be  athero-
sclerotic  in  origin.  On  the  other  hand,  SFA  aneurysms  that 
are  presented  together  with  aneurysms  in  the  aortic  arch,  the 
abdominal aorta, the common femoral artery, the popliteal ar-
tery,  or  aneurysms  occurring  bilaterally  should  be  suspected 
to  be  the  result  of  systemic  vascular  diseases  [1,2].
In  1972,  Hardy  and  Eadie  first  reported  an  SFA  aneurysm 
in  a  70-year-old  man  [2].  Many  studies  of  institutional  expe-
riences  have  been  reported,  but  only  a  few  cases  have  been 
reported  of  isolated  true  aneurysms  in  the  SFA.  In  addition, 
these were almost always found in very elderly men [1]. The 
patient  in  the  current  case  was  a  young  woman  without  any 
evidence  of  systemic  disease. 
The  natural  history  of  untreated  SFA  aneurysms  has  not 
been  clearly  demonstrated.  Studies  of  aneurysms  of  the  SFA 
have shown a rupture rate of 35% to 48%, a thrombosis rate 
of  13%  to  18%,  an  embolism  rate  of  9%  to  12%,  and  limb 
salvage  in  94%  of  cases  [3,4]. 
The SFA is located in the deep structures of the thigh, and 
i s  n o t  e a s i l y  d e t e c t e d  u n t i l  t h e  s i z e  i s  l a r g e  e n o u g h  f o r  p a l -
pation  or  the  symptoms  are  apparent.  An  acute  increase  in An Isolated True Aneurysm of the Superficial Femoral Artery in a Young Woman 
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size, ecchymosis in the thigh, and/or sudden hypotension with 
a  fall  of  the  hematocrit  suggests  leakage  and  rupture  of  the 
aneurysm  [1]. 
Ultrasound  is  a  noninvasive  first  line  of  investigation  for 
aneurysms. CT is an accurate and effective diagnostic tool for 
defining  the  size,  configuration,  internal  nature  of  the  aneur-
ysm,  and  the  condition  of  adjacent  vessels  other  than  the 
SFA.  Because  of  the  high  incidence  of  associated  vascular 
problems  among  elderly  patients,  CT  scans  should  cover  the 
whole  aorta  and  its  major  branches  as  well  [4]. 
Despite  there  being  insufficient  data  on  the  indication  for 
surgical  intervention,  aneurysms  of  the  SFA  greater  than  2.5 
cm should be repaired surgically [1,3]. Endovascular repair is 
currently  an  alternative  technique  [5].  Operative  approaches 
should take into account the general conditions of the patient, 
the  presence  of  complications,  and  the  size  and  configuration 
of  the  aneurysm  or  aneurysms.  Many  methods,  such  as  ex-
cision,  ligation,  endo-aneurysmorrhaphy,  and  bypass  grafting 
with  autologous  vein  or  prosthesis,  can  be  applied  on  a 
case-by-case  basis  [1,5].  When  below-knee  reconstruction  is 
necessary,  autologous  vein  grafting  is  preferable  in  some 
surgeries.  Controlling  the  condition  of  the  patients  and 
life-long  surveillance  are  mandatory  for  patients  with  aneur-
ysms  of  the  SFA.
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